I read with great interest the report by Buonuomo et al. 1 regarding the newborn with multiple fractures. The authors present a very nice differential diagnosis for apparently unexplained fractures in an infant. I am writing now, however, to urge that one entity should not have been included.
The authors list 'Temporary Brittle Bone Disease' as a cause of pathological fractures in infants. The authors state that 'Temporary Bittle Bone Disease' is a newly described phenotype and list criteria for its diagnosis (i.e., prematurity, multiple gestations or decreased fetal movements). The authors cite an editorial 2 as their source for this information.
Dr Colin Patterson first suggested that an entity he characterized as 'Temporary Brittle Bone Disease' was a variant of Osteogenesis imperfecta in 1993. 3 Patterson proposed that he had identified a population of infants who had suffered fractures as a result of a transient decrease in lysyl oxidase activity causing poor collagen formation. The proposal that transient copper deficiency could result in multiple fractures as described by Patterson, however, had been disproven by Shaw in 1988. 4 Similarly, in 1999 Miller and Hangartner published a series of 33 infants with multiple fractures who they felt suffered from 'Temporary Brittle Bone Disease'. 5 Miller and Hangartner proposed that fetal confinement resulted in bony structural changes, which predisposed the infant to develop fractures from routine care. This proposition has also been discounted as unsupported by data and scientifically invalid. 6 In fact, 'Temporary Brittle Bone Disease' is not recognized by any professional society as a true disease condition. Its existence is readily disproven by rigorous evaluation. [6] [7] [8] [9] Sadly, however, 'Temporary Brittle Bone Disease' continues to appear in legal proceedings although unsupported by data.
While the most common cause of unexplained fractures in nonambulatory infants is inflicted trauma, [10] [11] [12] [13] Child abuse is the most frequent cause of multiple fractures in neonatal period, but bone diseases associated with increased bone fragility can be subtle or difficult to diagnose.
The infant who presents with multiple unexplained fractures poses a diagnostic dilemma, and the final diagnosis will have lifelong social implications for the infant and the parents/ caregivers.
As Dr Greeley greatly notes, clinicians are obliged when confronted with such injuries to investigate all plausible explanations. Many parents of children with genetic or metabolic bone disease were initially accused of abusing their children.
Taking into account these issues, it is mandatory for physicians to find all natural conditions that increase the likelihood of skeletal injury from otherwise minor trauma. Many of such conditions have been identified and other disorders may exist that have not yet been discovered.
A few articles in the literature have hypothesized the existence of a condition referred to as 'temporary brittle bone disease'. The key concept is that a young infant had a problem that made the bones susceptible to fracture for a short period of time, but the condition resolved spontaneously, leaving no pathology to identify. There are discordant data regarding this condition, and very recently Jenny et al.
1 assert that there is no evidence that it has to be considered a real disease.
We included temporary brittle-bone disease in our report to offer a complete overview of the actual debate in literature regarding the differential diagnosis of unexplained fractures in infants. Anyway, these data are not conclusive, as confirmed by the frequent citations about this argument in scientific literature, and need to be revisited in the context of current knowledge of bone physiology.
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